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W 000 | INITIAL CON MENTS W 000
A recertificati in survey was conducted from « . f)_‘bky\
August 27, 20 09 to August 289, 2009. A random me l&‘ b
sampling of tl ree clients was selected fram a
population of vs individuals with varying degrees OVERNMENT OF THE DISTRICT OF COLUMBIA
of disabilities GF DEPARTMENT OF HEALTH
HEALTH REGULATION ADMINISTRATION
This survey v. as conducted utilizing the 825 NORITH CAPITOL ST., N.E., 2ND FLOOR
fundamental jracess. The findings of this survey WASHINGTON, D.C. 20002
were based ©1 observations at the group home
and one day : rogram, interview with direct care
staff and mar agement, and a review of the
habilitation &r 4 administrative records including
the unusual ir cident reports.
W 124 483.420(a)(2) PROTECTION OF CLIENTS W 124
RIGHTS .
The facility m 1st ensure the rights of ail ciients. ' E}ﬁ;ﬁﬁfzfmgg obtaining W_I;t:en
Therefore the facility must inform each client, QMRP will also be retrained on how 1o & b
parent (if the 1 lient is a minor), or legal guardian, Proposed restrictive measyres to g Hu:': R ,
of the client's nedical condition, developmental Committee for review ta ensure that each
and behavior al status, attendant risks of individual’s rights gre protected.
treatment, ani | ¢f the right to refuse treatment.
?
a3 /07
This STANDARD is not met as evidenced by:
Based on obs srvation, interview and record
review, the fa: ilily falled to ensure the rights of
each cllent an Yor their legal guardian to be
informed of th 2 client's medical condition,
developmentz | znd behavioral status, attendant
risks of treatrr ent, and the right to refuse
treatment, for ore of the three clients (Client #1)
included in thr sample.
The finding in: Juges:
The facility fal acl to ensure that informed consent
TITLE {X6) DATE

f M—

.) Except for nurelng homes, the findings statad above ai e digclosabla 80 days

following the date of survey whe ther or not & plan of correction Is provided. For nursing homes, the above findings and plans of comectisn are diseiosable 14

program participation.

cuments are made available to the facility. If deficiencies are cited, an approved plan of comrection is e quisite to continued
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was obtained from Client #1 and/or his legal
guardian prio to implementation of his Behavior
Support Plan BSP).

Observation ¢ f the moming medication
administratio on August 28, 2009, at 8:06 a.m.
revealed Cliel it :#1 received medications Including
Seroquel 60 1 1g, Ativan 1 mg, and Risperidone 2
myg. Interviev with the medication nurse on
August 28, 2( 0 at oo time, revealed the
aforemention 'd medications were used in
conjunction w th a BSP to manage behavicrs.

Interview with the Qualified Mantal Retardation
Professional | QURP) and review of the client's
habllitation re :ord on August 28, 2009, at 8:44
a.m. revealed that Client #1 BSP had been
revised on Ju y 65, 2008. Continued interview with
the QMRP re ‘galed the client did not have the
capacity to gi' e informed consent for the use of
medications & nd habilitation services. The
QMRP's state ment was verified on the
aforamention W date, at 8:56 a.m. through review
of Client #1's jsychological assessment dated
September 8 2008. According to the
assessment, lient #1 "currently functions with
maderate cog niive and adaptive deficits. He is
not able to m' ke independent decisions
concerning tr atment plan, financial affairs, living
amangement: or day placement. He lacks
cognitive and ac:ademic skills necessary to
understand tt 2 implications of such dacisions,
and therefore cannot give his informed consent in
regards to the s& matters. He likewise cannot
execute a dur atfe power of attorney.”

According to | 1e QMRP Client #1 had a famity
member (mo? 1er) that had agreed to assist him in
decigion mak 1. Record verification an August
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28, 2009 at 1 ::46 p.m., revealed a consent form
for the prescr bed medication was signed by the
aforemention :d family member dated August 20,
2008. Intervi w with the QMRP revealed that the
revised BSP |/ad not been reviewed/approved by
tha facility's F urnan Rights Committea (HRC),
Additionally, { 1@ QMRP indicated that Client #1's
revised BSP ' rould be reviewed/approved at the
facility's next 1RC meeting which was scheduled
for Septembe - £, 2008,
At the time of the survey, there was no evidence -

that the facilil *s specially constituted committee
ensured that « vritten informed consent had bean
obtained for tl e use of Client #1's revised BSP
that incorpore &1 restrictiva techniques.

W 140 | 483.420(b)(1 i) CLIENT FINANCES W 140

The facility m 18t establish and maintain a $ystem
that assures : full and complets accounting of
clients' perso' al funds entrusted to the facility on
behalf of clier ts.

This STAND/RD s not met as evidenced by:
Based on stal* interview and record review, the
facility failed t » ensure a full and aceurate
accounting of client's financial records for two of
five clients re: iding in the facility. [Clients #2, and
#5]

The finding in Judes:

Interview with tha facility ' s Qualified Menta!
Retardation P ofessional {QMRP), Financial
Accounts Mar agjer (FAM), the House Manager
(HM) and rec: rd review on 8/28/2009 at
approximately 7:00 p.m. revealed the facility could
not account fc r the withdrawal of funds from the

FORM CMS.2567(02-00) Previous \ arsions Obsalets Event ID: MMBS11 Facllity [D: DOG1E7 If continu stian shest Page 3 of 13
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accounts of b vo of its residents. There was no
evidence to s ibstantiate either the reason for the
withdrawal or for what the funds were used. The
evidences of :he deficient practices are presented
below:

1. Client#2 ' s 8/2009 Bank Statement reflect a
withdrawal fo  $350.00 was made on June 8,
2009. Furthe - racord review revealed there were
no receipts 0. slatement(s) outlining what the
funds wera i ed for. Interview with the QMRP on

W 140

1. The QMRP will be retraincd on the finincial
tecordkesping process for the facility, anc will
benecforward be able to produce evidenc: of how
funds were expended upon request, whict inchudes
requesting copies of the receipls submitte | along

11/23/07

v with the printed bank statements for autherized
August 27, 21 09 at approximately 7:15 p.m. reviewers.
revealed, the oriy documentation provided to her
was the copit s of the bank statements. There
was no additi sne! documentation presented or

made avaiiat: e for review.

2. Client#5 s 6/2009 Bank Statement reflect a
withdrawal fo $250.00 was made on June 8,
2009. Furthe - record review revealed there were
ho receipts o siatement(s) outlining what the
funds were u' ed for. Interview with the QMRP on
August 27, 2( 09 at approximately 7:20 p.m.
revealed, the arly documentation provided to her
was the copic s of the bank statements, There
was no additi »nal documentation presented or
made availak e for review.

i /23/ &

2. See responss to #1 above.

There was nc evidence presented or on file at the
time of surve' tn substantiate an effective system
of record kee g and oversight was in place with
regards to the management of client' s personal
funds.

483,420(d)(3. STAFF TREATMENT OF
CLIENTS

W 154

The facility m ist have evidence that all alleged
violations are thoroughly Investigated.

FORM CMS-2567(03-09) Previous 'enjlons Obsolete Event ID: MM5611 Fachily ID: 09G167 If continy ation sheet Page 4 of 13
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This STAND/ RD is not met as evidenced by:
Based on stal * interview and record review, the
facillty failed 1 » ensure the investigation of a
client's emerc art care as required by this section
for ona (1) of hree (3) randomly sampied clients.
(Client #1)

The findings 1 iclude:

1. Staff intes siew and record review on August
28, 2009 at a) pioximately 5:15 p.m. revealad an
incident repor dated March 19, 2008 was
completed to iddress Client #1's " coughing,
choking, and : egurgitating " . The incident report
further accoui ts this client was taken to ER for
treatment. Fi rther interview with the facility's
Quallfied Meri :al Retardation Professional
(QMRP) on A 1gust 28, 2009 at approximately
5,35 p.m. rew: aled there was no evidence that an
investigation 1 ras initiated or completed to
address this i cident report.

2. Staffinter riew and record raview on August
28, 2009 at a; proximately 5:45 p.m. revealed an
incident repor July 12, 2009 detalled Client #1
eloped from t| e residential facility and local law
enforcement | ad to be involved in the missing
person ' s sea 'ch. Interview with Licensed
Practical Nurs 3 (LPN) on August 28, 2009at 6:32
P.m. revealed this client was missing for three
days from Sur day (7/12/2009) to Tuesday
afternoon (7/1 4/2009). The nurse further
revealed they ound out later that he was being
held and unde - care at the DC Department of
Mentz! Health * § Comprehensive Psychiatric
Emergency P >cram (CPEP) as a " John Doe " .
He was releas 2¢ on the evening of July 14, 2009
and transportr d back to the residential facility,

incident investigations are maintained in te clicnts’
records in the facility, All incidents arc
investigated by the Incident Management
Coordinator and the QMREP, per facility Pelicy.

2. See respanse to #1 above.

1. The QMRP will ensire that copies of completed

Wiz3)eq
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Further interv v/ revealed there was no evidence
at the time of survey that an investigation was
initiated or coi npleted to address this incident.
W 159 483.430(a) Q! JALIFIED MENTAL W 159
RETARDATI!( N PROFESSIONAL
Each client's : ctive treatment program must be
integrated, cc rdinated and monitored by a
qualified men' al retardation professional.
This STANDARD is not met as evidenced by:
Based on stat "interview and record review, the
facility's Quaii ied Mental Retardation
Professional { 2MRP) failed to ensure the
coordination, . nenitoring, and implementation of a
client's habilit tion and planning for four of five
clients residin ) in the facility. [Clients #1, #2, #3
and #5]
The finding i dudes;
Interview with the facility's QMRP on
1. The QMR 2 falled to ensure a full and 1. See response to W140, H/H/O 7
accurate acec Jnting of all financial records. [See
W140] .
2. The QMR 2 failed to ensure invastigations 2. See response to W154, " /35’/ 67
were complet: d fo address Incidences of clients L
being provide emergent care. [See W1 54) .3'.3;1)1"""01' ggsi sability Serviows will met ™ ”/2 5}"7
. wi C d'lj SBt 1:h i
3. The QMR ? failed to ensure Clients recaived where cli?:iyts n::eiva tl;:lscir c:?e.H;ﬁeb:E,;h “l;n
a comprehen ive psychiatric assessment prior to request that the Seton House psychiatrisis provide
being prescrit: 2d psychotropic medications. [See  Somprehiensive psychiatric assessments thit can be
w212] ‘updated as needed, prior (o psychotropic
. ' medjcations being prescribed.
4. The QMR 2 failed to ensure behavior support S
plans (BSP) h 1d been reviewed and approved by 4. Sec responsc to W124, '
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the Human R ghts Committee (HRC) prior to
implementati. n. [See W262]

§. The QMF P fajled to ensure that written
informed con’ ent from either client or legal
guardian was obfained prior to the

implementatic n of a Behavior Support Plan
(BSP). [See V /2B3]

483.440(c)(3} iii| INDIVIDUAL PROGRAM PLAN

The compreh nsive functional assessment must
identify the cli »nl's specific developmental and
behavioral m: nagement needs.

This STAND#RID) is not met as evidenced by:
Based on cbs. 3nvation, interview and record
review, the fa: ilily failed to ensure that one of the
three clients (: Jlient #3) included in the sample
that was pres: ribed psychotropic medications,
had a compre 1ensive psychiatric assessment.

The finding in' Judes:

Observation ¢ ' the administration of the moming
medication on August 28, 2009, at approximately
7:48 a.m,, rev aled Client #3 received. Buspirone
16 mg by mot th  Interview with the nursing staff
on the aforem :ntioned date revealed that the
medication wz s prescribed for anxiety and that he
had a Behavic r Suppart Plan (BSP).

Review of the :liant's medical record on August
28, 2009, at a| proximately 8:44 a.m., revealed a
physician's or: er (dated August 2009). According
to the physicia v's order Buspirone 15 mg and
Risperidone 3 mg was prescribed for Client #3
twice a day. T 1e physician's order aigo revealed
that the client" diagnosis was “psychosis."

W 159

W 214

The Dircotor of Disability Services will mi-et with '

the Psychiatry Department at Scton House which is ”/ ?3/07
the clinic where al] clients scrved receive t 1eir
psychiatric care, The DoDS will continue o follow
up with the psychiatrists to ensure that »
comprehensive cvaluation is completed for cach
person served.
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Further reviev ’ cf the record revealed that the
client's psych: tropic medications was
incorporated 1 a Behavior Support Pian dated
February 14, ::009, to address behaviors
associated wi h physical aggression, self-injurious
bBehavior, and sccially inappropriate
self-stimulatol y behaviors.

Continued rev ew of Client #3's record revealed a
medical cons' it dated May 14, 2009, The
consult indica el that the purpose of the visit was
"psychiatric,” | \owever, the consult did not reflect
any evidence f & comprehensive psychiatric
evaluation, alt ough the findings indicated
“patient is stal le with his explosive behavior" and
the recomme dations was to continue current
madications.

Atthe time of he survey, the facillty failed to
provide docur iented evidence that Client #3 had
a comprehen: ive psychiatric evaluation that
identified his ¢ urrent diagnosis.

483.440(f)(3){ ) PROGRAM MONITORING &
CHANGE

The committe : should review, approve, and
monitor indivic uail programs designed to manage
inappropriate ehavior and other programs that,
in the opinion f the committes, involve risks to
client protectic n and rights.

This STANDA. D is not met as evidenced by:
Based on obs srvation, interview and record
review, the fa« ilily failed to ensure a behavior
Support plan { 3§P) had been reviewed and
approved by t eir Human Rights Committee
(HRC) for one of the three clients (Clients #1)
included in the sample.

W 214

W 262

. See response to W124,

) )123)0-’]
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The finding in :ludes:

Observation «. f the moming medication
administratior on September 28, 2009, at 8:06
a.m. revealed Client #1 received medications
Including Serc quel 50 mg, Ativan 1 mg, and
Risperidone Z mg. Interview with the medication
nurse on Sepl amber 29, 2009, revealed the
aforemention- d medications were used in
conjunction w th a BSP to manage behaviors.

Interview with tha Qualified Menta! Retardation
Professional { JMRP) and review of the client's
habilitation re« ord on August 28, 2009, at 5:44
a.m, revealed that Client #1's BSP had been
revised on Ju 1 &, 2009.

Interview with the QURP acknowleged that the
revised BSP | acl not been reviewed/approved by
the facility’s H iman Rights Committee (HRC).
Additionally, ti @ QMRP indicated that Client #1's
revised BSP v oulld be reviewed and approved at
the facility's n: xt HRC meeting which was
scheduled for September 8, 2009.

Atthe time of he survey, there was no evidence

that the facility 5 specially constituted committee

ensured that (. lient #1's revised BSP that

incorparated r 1sirictive techniques had been

reviewed and ipproved by it's HRC. :

W 263 | 483.440(f)(3)( ) PROGRAM MONITORING & W 263
CHANGE ‘

See response 1o W124, ) /25/0?

The committe: : should insure that these programs
are conductac only with the written informed
consent of the cfient, parents (if the clientis a
minor) or lega guardian.

FORM CMS-2567(02-08) Previous \' i3 ong Obsolete Event ID; MM5511 Facility ID; 00Q167 If continui tion sheet Page 9 of 13
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This STAND; RD is not met as evidencad by:
Based on inte rv ew and record review, the
facility's spec ally-constituted eommittee failed to
ensure that r st:ictive programs was used only
after written ¢ >nsents had been obtained, for one
of the three ¢ ents (Client #1) included in the
sample,

The finding ir :ludes:

The facility fa ed to ensure that written informed
consent was 1 btained from Client #1 and/or legal
guardian prioi o the implementation of his
Behavior Sup jort Plan (BSP).

Interview with the Qualified Mental Retardation
Professional | AMRP) on August 28, 2009, during
the entrance : pnference revealed Cliant #1's
medication w: 8 used in conjunction with 2 BSP to
manage the ¢ ievt's behaviors. Review of the
client's habilit: tion record on August 28, 2009,
verified that C ient #1 had a BSP dated July 8,
2009. Accord ng to the BSP, Client #1 received
psychotropic edications for Intermittent
Explosive Dis ncler; h/o aicohol abuse,

Continued int: rview with the QMRP and recard
review revealr d Client #1 was not capable of
giving informe: 4 consent for the uss of
medications & 1d habilitation services. According
to the QMRP Client #1 had a family member
{mother) that . 1ad agreed to assist him in ‘decision
making.

At the time of he survey, the QMRP
acknowledgec there was no evidence that the
facility's speci. illy constituted committes ensured
that written inf >nned consent had been obtained

FORM CMS-2567(02-09) Previgys V' ¥sions Obsolela Event ID: MMS511

Facllity 1D: 00G167 If continuailon sheet Fage 10 of 13
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1000 INITIAL COM JENTS | ooo

A re-licensure survey was conducted from
8/27/09 to 8/Z 3/09. A random sampling of three
residents was selected from a population of five
individuals wi' 1 varying degrees of disabilities.

The findings « f this survey wers based on
observations . it *he group home and one day
program, inte: view with direct care staff and
management, and a review of the habilitation and
administrative records including the unusual
incident repor s.

1090y 3504.1 HOUS EKEEPING 1090

The interior ai d exterior of each GHMRP shall be
maintalned in 1 safe, clean, orderly, attractive,
and sanitary rianner and be free of
accumulation' of dirt, rubbish, and objectionable
odors.

This Statute ' not met as evidenced by:

Based on obs :rvation and staff interview, the
Group Home or the Mentally Retarded Person
(GHMRP) faili d to ensure the proper
maintenance -f the facility'’s environment for five
of five rasider s [Residents #1, #2, #3, #4, and
#35] residing in the facility as identified below;

The findings i1 iclude:;

During the en ironmental inspection on August
27, 20089 at a| proximately 5:30 p.m., the following
deficient prac! ces were identified:

1. Several a eas along the walls in the 1. The Dircctor of Operations will direct _
bedrooms an hallway leading to the bedrooms maintenanco to plaster/paint the ballway wails, I/} /2310'?
were unpainie 1 and plastered.

STATE FOﬁM‘ [T MM5511 ' Heonlinuation sheet 1 of 7
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1 090| Continued Frc v page 1 1 096
2. An extren =lv looss toilet seat was found in R — —_—
the hall bath. 2. The Director of Operations iil direct
Inaintenance to Tepair the mu: l "/23/‘: ?
3. A broken' sviel rack was observed on the T
backside of th 1 cloor leading into Resident #6's - 3. The Dircctor of Operations will direct | /Z 7 }os?
badroom. maintenance to replace the broken towel rick. 4
— —_———e
4. The close' door in Resident #5's bedroom 4. The Director of Operations will direct |, Y, /25 cq
was broken. " omaimtenance to repair or replace the closer, 1odr.
: - $, The Director of ions will direct :
5. Peeling p:int was observad around the light | sitenane o %mpﬁm the amca where |17 /23 /c‘i‘
fixtures in the Iving room. ' pecling paint was oblsm
| 092 3504.3 HOUS :KEEPING 1 092 '
Each GHMRE shall be free of insects, rodents The Residential Director will inspect the hc use at ” / 23 jﬂﬁ
and vermin. Teast monthly to ensure there is no evidence of
vetmin or insect infegtarion. The spider’s n st will
be removed,
This Statute I not met as evidenced by:
Based on obs: rvation and staff interview, the
facility failed tt ensure a bug free environment for
five of five res Jents residing in the facility.
[Residents #1, #7, #3, #4, and #5]
The finding inr ludes:
During the en. irinmental inspection on August
27, 2009 at ap rroximately 5:55 p.m., a spider's
nest was obse ved on the light fixture for the front
porch.
Interview with he GHMRP's house manager and
QMRP at the : arne time as the observation
revealed the s jicer's nest should not be there
and they woul' ramoved the nest immediately.
1183 3508.4 ADMI iISTRATIVE SUPPORT 1183

ministratic 1

STATE FORM

MM5S511

If continuation shest 2 of ¥




10/23/2009 11:51 FAX 301 565 4541

Health Regulation Adm nistration

STATEMENT QF DEFICIENGIE:
AND PLAN OF CORRECTION

CARECO

do14

FRINTED: 10/13/2009
FORM APPROVED

X1) PROVIDER/SUPPUER/CUA
IDENTIFICATION NUMBER:

HFDO3-0160

(X2) MULTIPLE CONSTRUCTION

A. BULDING
B. WING

( 3) DATE SURVEY
COMPLETED

08/28/2009

CARECO

NAME OF PROVIDER OR SUP LIER

10

STREET ADDRESS, CITY, STATE, 2IP CODE

1613 TAYLOR STREET, NW
WASHINGTON, DG 20011

(x4} ID
PREFDX
TAG

SUMMA 1Y STATEMENT OF DEFICIENCIES
(EACH DEF| JENCY MUST BE PRECEDED BY FULL
REGULATOF: f CIR LSC IDENTIFYING INFORMATIOQN)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTIC N
{EACH CORRECTIVE ACTION SHOULI? BE
CROSS-REFERENCED TO THE APPROF RIATE
DEFICIENCY)

X5)
COMPLETE
DATE

1183

Continued Fr. m page 2

Each GHMRF shall have a Residence Director
who meets th ; requirements of § 3509.1 and who
shall manage th= GHMRP in accordance with
approved poli :ies and this chapter.

This Statute i3 not met as evidenced by:

Based on sta:’interview and record review, the
facility'’s Qual ied Mental Retardation
Professional { QMR P) failed to ensure the
coordination, nonitoring, and implementation of a
resident's hat litation and planning for four of five
residents resi lirg in the facility. [Residents #1,
#2,#3, and #: ]

The finding in e des:

1. The QME 2 falled to ensure a full and
accurate acee uriting of all financial records. [See
Federal Defic arcy Report Citation W140]

2. The QMR ? failed to ensure investigations
were complet :d to addrass incidences of
residents beir 3 provided emergent care. [See
Federal Defic aricy Report Citation W154]

3. The QMR ? failed to ensure Residents
received a coinprehensive psychiatric
assessment t “lcr to being prescribad
psychatropic ‘1edications. [See Federal
Deficiency Re jort Citation W214]

4. The QMF > failed to ensure behavior support
plans (BSP) h 2d been reviewad and approved by
the Human Ri jhts Commiittee (HRC) prior to
implementatic n. [See Federal Deficiency Report
Citation W26 |

5. The QMR 2 failed to ensure that written
informed con:. ent from either resident or legal

guardian was >ktained prior to the

1183

I Sce response to federal deficiency W14, 11/25}97

2. See responsa to federal deficiency \W" 4

v/ﬂ/ﬂ

n /13}07

3. See response to federal dehicicocy W214.

————

4, Sce response to federal deficicncy WZI;

,1/23/07

5. See response to Tidoral dchiiency WZGJ_

ﬂ/z 5/07

aalth Regulation Administratic 3
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.completed to rddress Resident #1's " coughing,

Continued Fr v page 3

implementatic n of a Behavior Support Plan
(BSP). [See f ecleral Deficiency Report Citation
W263]

3519.6 EMEF GENCIES

Each GHMRF shail document each emergency
and enter the follow-up actions into the resident '
s permanent | ecord, which shall be made
available for 1 :view by authorized individuals.

This Statute 5 not met as evidenced by:

Based on stal * Interview and record review, the
facility failed 1 » snsure the investigation of 2
resident's em :rgent care as required by this
section for on 3 (1) of three (3) randomly sampled
residents. (R s.dent#1)

The findings | clude;

1. Staffinter siew and record review on August
28, 2009 at a: proximately 5:15 p.m. revealed an
incident repoi dated March 18, 2009 was

choking, and egurgitating *. The Incident report
further accou ts this resident was taken to ER for
further treatm :nL Further interview with the
facility's Qual led Mental Retardation
Professional { QMRP) an August 28, 2009 at
approximately 5 35 p.m. revealed there was no
evidence that ari Investigation was initiated or
completed to iddress this incident report.

2. Staff intel siew and record review on August
28, 2009 at a} proximately 5:45 p.m. revealed an
incident repor July 12, 2009 detailed Resident #1
eloped from t e residential facility and [ocal law
enforcement - ad to be involved in the missing
person ' s seg ¢h. Interview with Licensed
Practical Nur: 3 (LPN) on August 28, 2009 at 6:32

1183

1375

1. S-;'reSponse 10 federal deGiciency W ;‘1_

7 jz? (¥}

2. See response to foderal deficiency W44,

ﬂ/zj'/ ¢
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Continued Fr: m page 4

p.m, revealed this resident was missing for three
days from Su iday (7/12/2009) to Tuesday
afternoon (7/-4/2009). The nurse further
revealed they found out later that he was being
held and und r care at the DC Department of
Mental Healft ' s Comprehensive Psychiatric
Emergency F vyram (CPEP) as a " John Doe " .
He was relea: ed on the evening of July 14, 2009
and transport «d back to the residential facility. -
Further interv av/ revealed there was no evidence
at the time of survey that an investigation was
initiated or co npleted to addrass this incident.

3523.1 RESII ENT'S RIGHTS

Each GHMRI' residence director shall ensure
that the rights of residents are observed and
protected in & :cordance with D.C. Law 2-137, this
chapter, and 1 ither applicable District and federal
laws.

This Statute 3 not met as evidenced by:

Based on obs »ryations, interviews and record
review, the G {MRP failed to observe and protect
residents’ rigl ts in accordance with Title 7,
Chapter 13 ol the D.C. Code (formery called
D.C. Law 2-1: 7, D.C. Cade, Title 6, Chapter 19)
that govemns ' 1e care and rights of persons with
mental retard tion for one of the three residents
(Resldent #1) included in the sample.

‘The finding in :ludes:

The facility fa- ed ta ensure that informed consent
was cbtained from Resident #1 and/or his lagal
guardian priol tc: implementation of his Behavior
Support Plan 'B5P).

Observation « f the morning medication

1375

1 500

e e e

See response to federal deficiency W124,

11/23/437
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administratior on September 28, 2009, at 8:06
a.m. revealed Resident #1 received medications
including Ser quel 50 mg, Ativan 1 mg, and
Risperidone = mg. Interview with the medication
nurse on Sep embar 29, 2009, revealed the
aforemention: «l medications were usaed in
conjunction w th a BSP to manage behaviors.

Interview with, the qualified mental retardation
professional ( JMRP) and review of the client's
habilitation re :o-d on August 28, 2009, at 8:44
a.m. revealed that Resident #1 BSP had been
revised on Ju y 5,2009. Continued interview with
the QMRP re' ‘euled the client did not have the
capacity to gi- e informed consent for the use of
medications z nd habilitation services. The
QMRP's state mant was verified on on the
aforemention «d date, at 8:56 a.m. through review
of Resident # 's psychological assessment dated
Septembaer 8, 2008. According to the
assessment, esident #1 "currently functions with
moderate cog nilive and adaptive deficits. He Is
not able to m' ke independent decisions
concerning tr: atment plan, financial affairs, living
arrangement: or day placement. He lacks
cognitive and academic skills necessary to
understand t = implications of such decisions,
and therefore czinnot give his informed consent in
regards to the 5& matters. He likewise cannot
execute a dur atle power of attorney "

According to [ 1e QMRP Resident #1 had a family
member (mot 1er) that had agreed to assist him in
decision maki 1g. Record verification on August
28, 2009 at 1. :38 PM, revealed a consent form
for the prescr sed medication was signed by the
aforemention: :d family member dated August 20,
2009. Intervis w with the QMRP revealed that the
revised BSP | ad not been reviewed/approved by

the facility's H zman Rights Committee (HRC).

1 600

Heatth ﬁegu ation Administrati: n

STATE FORM 8300

MMS511
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Additionally, | ye QMRP indicated that Resident
#1's revised [ SP would be reviewed/approved at
the facility's n 2xt HRC meeting which was
scheduled foi September 8, 2009,

At the time ol the survey, there was no evidence
that the facilll /'= specially constituted committes
ensured that esident #1's revised BSP that
incorporated “estrictive techniques, had been
reviewed/apy roved by its HRC.

The GMRP =z sknowledged this finding.
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